Background: This is a prospective study carried out at one of the main operating theaters in Basrah general hospital. The study lasted for 6 months (from May to October 2013). Objectives: The aim was to assess the adherence of staff in the operating theater to items of services covered by a World Health Organization Checklist. The study is in line with the vision of the Ministry of Health to provide high quality care. Method: A structured questionnaire form was prepared for the purpose of the study. It was based on the World Health Organization checklist; first edition. Observation of all procedures, instructions and labeling of patients before, during and after the surgical operation was made. A total of 378 surgical operations (patients) were covered in the study Results: The degree of adherence to the various items of the checklist (28 items) varied greatly. Items with high adherence rate (> 90%) were those related to documentation of age, gender, informed consent, shortness of breath and patient recovery checking. Items with fair documentation (70-90%) were those related to next of kin, mobile phone number, history of chronic disease, time of last meal, allergy to anaesthesia, post-operative checking of certain equipment, preparation of blood and prophylactic antibiotics and biopsy handling. All other items were of poor adherence. Conclusions: The adherence to the requirements of the surgical safety check list was fair but further improvement in its use is required to enhance quality of care.
INTRODUCTION
ailures in practical life and in medical situations occur when persons in charge of a given task or set of tasks, like surgical operations, fail to adhere to predefined rules and guidelines or when these guidelines are not existing at all.
[1]
Surgical care is an integral part of health care throughout the world, with millions of operations performed annually and surgical operations are not accidents but medical situations amenable to undesired outcomes. The World Bank reported that in 2002, for example, an estimated 164 million disability-adjusted lifeyears, representing 11% of the entire disease burden, were attributable to surgically treatable conditions. [2] Surgical care can be designed to improve health of individuals but, it is also associated with a considerable risk of complications and death. Thus, surgical care and its attendant complications represent a substantial burden of disease worthy of attention from the public health community worldwide, [3] and from the people involved in the care itself. [6] The surgical safety checklist is simple, practicable and feasible inexpensive tool to use in assessing patient care from admission for surgical operation to the recovery period. Given the trend adopted by the Iraqi Ministry of Health to achieve high quality care in various components of the health care system in Iraq, it was thought useful to consider carrying out a study which explore the quality of care in operating theaters in Basrah hospitals and to explore the effect of verbal and written instructions on the use of the WHO safety checklist. A study was designed to measure the extent to which various parties involved in surgical operations for cold scheduled cases are adherent to the tasks listed in the WHO Safety Checklist.
PATIENTS AND METHODS
The study was carried out within the operating theaters of Basrah General Hospital. This hospital is one of teaching hospitals in Basrah. It is a multispecialty secondary medical care institution, located almost in the centre of Basrah city and serving a large catchment population. The Data collection phase of the study extended for a period of 6 months from May to October 2013. Patients who were admitted to operative theatre in Basrah general hospital, department of general surgery who were seen on specific days of the week by the researcher were included. The work plan consisted of full observation of patients enrolled and recording data on each using a special form prepared (with few modifications) on the basis of the (WHO safety Checklist). The observation starts at the moment the patient was brought to the waiting room until two hours postoperatively. The investigator stayed with the F staff of the operating theater for a full morning in selected days of the week. Patients observed were operated on by a number of surgeons and not restricted to one particular surgeon or particular surgical condition. However, the study did not involve emergency cases but was meant to be done on normal elective surgical operations. Observation of procedures, instructions and labeling of patients before, during and after the surgical operation was made and data were recorded on special questionnaire form. A total of 378 patients who were admitted to the surgical wards and arranged to undergo different surgical procedures were included in this study. On each patient, data were collected on labeling and documentation of name, age, gender, next of kin, mobile phone number, patient tag, informed consent, history of chronic disease, last meal, drug intake, verification of preoperative investigations, operative site marking, history of allergies to drugs, history of shortness of breath, anticipation of blood loss, surgical team availability, need for prophylactic antibiotics, Explanation of operation to patient, checking of packs, cotton and instruments after operation is finished, written operation notes, post-operative instructions, biopsy taking and handling, patient recovery, and complications during and within two hours postoperatively. Data were fed on computer software (SPSS: Statistical Package for Social Science version 15). After thorough checking, data were analyzed in the form of descriptive tables. (Table-1 ), shows that almost all patients have their age and gender documented. The next of kin was documented in 75.1% and the number of mobile phone in 71.1%. Skin tag was available only in 28.3% but informed consent was well written and signed in 96.0%. 
RESULTS

Documentation of selected patient attributes
Documentation of postoperative tasks
Also great variation was noticed in the rates of documentation of postoperative tasks (Table-4) . Good documentation was noticed in pack and instruments calculation (81.0%), in operative notes (83.3%) in biopsy taking and labeling (89.4%) and in patient recovery checking (90.5%). Poor documentation was seen in postoperative instructions (37.6%), in surgical device checking (22.0%) and in documentation of postoperative complications. 
DISCUSSION
Despite the new advances and technology in surgical practice in the last 50 years, still minimal considerations have been given to the analysis of team dynamics and behavioral interactions in the operative theatre. Surgical safety checklist which was recommended by the World Health Organization was designed to be used, wherever surgical procedures were done, as an easy and rapid way to review the patient health state and in the other direction the operative room and surgical plus anesthesiology teams competency. In the absence of regular auditing in Iraqi hospitals, it would be expected that the use of safety checklist including the WHO one is intermittent and sporadic for most items required to be covered. The present study is the first in Basrah to evaluate the use of safety checklist in operating theaters. The study is an explorative in its nature. The study should not be considered ideal in design, conduct and results but the researchers believe that it provides sufficient evidence about the quality of surgical care at one major operating theater in one of the major hospitals in Basrah. The results could be generalized to other theaters in Basrah but with some reservation. The situation in other theaters, though expected to be similar in the level of practice, but differences could be present due to the effect of doctors, management and other determinants. Before giving anesthesia, it is expected that the identity of the patient, the consent, the special related points in history, the investigations, the operative site marking, the allergy to anesthetic drugs, the history of shortness of breath, the anticipation of significant blood loss, the need for prophylactic antibiotics, the presence of whole surgical team, and the clear explanation of detailed surgical procedure to the patient are all carried out and documented. The present study revealed great variations in documentation of the various tasks listed above. Regarding patient identity, the documentation was excellent. However, the documentation of next of kin and communication means (mobile phone) was not adequate. The avenue for improvement is big and worth considering by care providers. It is vital some times to have quick communication with patient relatives for any reason and therefore the availability of written information to facilitate such communication is mandatory. The use of patient tag was very poor and documented in only 28.3% of the patients. The lack of skin tag might lead to mistaken patients for specific surgical procedures. In a study done in Sulaimaneyah, Iraq in Hatwan hospital, the documentation of patient tag was much higher than the results in the current study.
[7] On the other hand , written and signed informed consent was very high in the present the study. Only in few cases, informed consent was missing or not signed. The result is similar to the study carried out in Sulamaneyah.
[7] The results are also similar to the results of a study carried out in Germany to monitor the sustainability of adherence to safety checklist, in which they found a high rate of initial adherence but significant attrition was observed with time.
[8]
The high rate of adherence to documentation of consent is a reflection of the legal consequences of any undesired outcomes of surgery. When patients sign consent, they share the responsibility with surgeons and other medical staff. Documentation of medical histories was generally inadequately adhered to. The performance is not up to the standard in almost all the tasks covered. The inquiry about history of chronic disease and about last meal was relatively high, whereas the performance in other items was low. The results of the present study with respect to items of medical history are similar to those reported in the Sulaimaneyah study in which they also observed relatively low performance in these tasks.
[7]
The section covering selected preoperative tasks showed great variability in the documentation of the tasks covered, with the highest documentation was for availability of surgical team (96.0%), ascertainment of shortness of breath (91.8%) and allergy to anaesthetic drugs (88.1%) and lowest for surgical site marking (23.3%). The implication for not adhering to some of these tasks is clear. Errors in surgical site is expected and definitely harmful regardless of its frequency. It was very unexpected indeed, to find how frequent was the patients were admitted to the operating room with no surgical site marking. This point need to be taken seriously by respective authorities to encourage the complete use of safety checklist. Evidence from the German Study which showed positive, clear and statistically significant improvement in marking of the surgical site after checklist implementation supports our view in this context.
[ support its use also to help improve quality of care. We, in the light of the present study, also recommend the use of such list and stress that adherence to assigned tasks before, during and immediately after surgical procedures must be mandatory and carried out with high accountability and faith by all parties involved in patient care.
